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and annual aortic growth rates were calculated. The false
lumen on all final CTA scans was classified as either a patent
false lumen, or a (partially) thrombosed false lumen. All
dissections were categorized as spiral or straight dissections
and the growth and thrombosis rate of these dissections
were compared.
Results: Forty patients were included (28 male; mean
age 59  11 years), of whom 16 presented with a spiral and
24 with a straight dissection. The mean annual diameter
growth in patients with a spiral dissection was 3.9 6.5 mm
and significantly higher than in straight dissections (2.0 7.7
mm; p0.043). Therewere 5 patients with a spiral dissection
and a (partially) thrombosed false lumen, and 17 with a
straight dissection and a (partially) thrombosed false lumen.
Therewas a significant difference between the thrombosis rate
of patients with a spiral and straight dissection (p 0.014).
Conclusions: The aortic growth rate is higher in pa-
tients with a spiral type B dissection when compared to
those presenting with a straight dissection. The false lumen
is less likely to thrombose in patients with a spiral type B
dissection. It is advisable to monitor patients with a spiral
type B dissection more closely during FU, as aorta-related
adverse events are probably more likely to occur.
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Objectives: Examine the results of thoracic endovas-
cular aneurysm repair (TEVAR) for chronic descending
thoracic aortic (DTA) dissections with aneurysmal
degeneration.
Methods: Over 70 months at a single institution, 27
patients underwent TEVAR for aneurysms related to
chronic ( 6 weeks) DTA dissections.
Results: Patient age was 68  10 years; 67% were
male. Indications for repair were aneurysm size (mean
6.1  1.1 cm), growth, or pain; 1 patient was ruptured.
Nine (33%) patients had undergone prior open repair of
Debakey I dissections. Eight (30%) patients had Debakey
IIIA dissections, 9 (33%) had IIIB dissections, and 1
(ruptured) had unknown extent. The left subclavian
artery was covered in 14 (52%) patients, 9 of whom
underwent prophylactic revascularization. Preoperative
false lumen (FL) status was patent in 18 (67%), partially
thrombosed in 5 (19%), thrombosed in 3 (11%), and
unknown in 1 patient. On completion angiogram, no
patient had perfusion of the proximal FL; 9 had perfu-
sion of the distal FL. One patient had planned fem-fem
bypass to revascularize a leg arising from the FL. There
were 2 perioperative complications: 1 patient sustained
paraparesis that resolved, and 1 patient suffered an access
injury. Thirty-day mortality was 4% (1/27); the one
death was in the ruptured patient. Of the 23 surviving
patients with patent or partially thrombosed FL preop-
eratively, 18 (78%) had thrombosis of the aneurysmal
FL, 4 (17%) had continued perfusion of the aneurysmal
FL (one underwent repeat endovascular intervention),
and 1 (4%) had no radiologic follow-up. In patients
repaired electively, 3-year Kaplan-Meier survival was
89%  8%. In patients with partially thrombosed FL
preoperatively, 3-year survival was 100%.
Conclusions: TEVAR for aneurysms due to chronic
dissections of the DTA can be performed with acceptable
short and intermediate outcomes, and may be of particular
benefit in patients presenting with partially thrombosed FL.
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Objectives: Surgeons’ judgments of risk and benefit are
linked to their choice of a specific operation, making compar-
ison of effectiveness difficult. Using variables thought to
drive such judgment, we developed a regression model to
stratify the likelihood that any patient would receive endo-
vascular (EVR) vs open repair (OAR) for AAA and analyzed
outcomes for each likelihood quintile separately.
Methods: 137,300 patients age65 with elective AAA
repair in 2002-06 were identified from Medicare inpatient
files. Using these claims data, our model divides the popu-
lation into 5 quintiles of 27,460 patients based on likeli-
hood of receiving EVAR, which was 87% for Q1, 75%, 48%,
24%, &12% for Q5. For each quintile, we compared out-
comes (30-day mortality, conversion to OAR & 5-year
survival), and patient characteristics using Kaplan-Meier
analysis, Cox regression, & chi-square test.
Results: Comparing Q1 to Q5, surgeons used EVR
more on men (38 vs 13%), older patients (age 77 vs 74,
octogenarians 36 vs 13%), with more coronary artery dis-
ease (58 vs 45%) & diabetes (19 vs 10%), and less CHF (14
vs 19%), leg ischemia (2 vs 7%), & emphysema (35 vs 48%).
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Those more experienced with EVR were more likely to use
EVR. 30-day mortality was lower for EVR overall and for
each quintile (p0.01). The advantage ranged from 2.4%
in Q5 to 4.0% in Q1. 5 year survival was improved for EVR
for Q1-Q3 (p0.01) and equivalent for Q4 and Q5. Both
30 day mortality and conversion rates decreased monoton-
ically from Q1 to Q5 (p0.01), with mortality ranging
from 1.5% to 2.4% and conversion rates from 1.4 to 6.4%.
Conclusions: Using likelihood to receive surgery as a
proxy for clinical judgment, clinical outcomes are better for
patients who receive EVR in all groups. These data suggest
both that clinical judgment is related to outcomes, and that
EVR may offer advantage to some patients who don’t
receive it.
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Objectives: Proximal neck anatomy is considered a
major limiting factor for EVAR. However, advances in
stentgraft technology may have overcome previous bound-
aries. We aim to investigate the influence of severe proximal
neck angulation on mid-term outcome when using the
Endurant Stentgraft System.
Methods: Analysis of a prospective multicenter data-
base identified 45 elective patients (mean age 74, 86%
males) with severe angulation of the proximal neck (75
degrees infra-renal or 60 degrees supra-renal), all treated
with the Endurant stentgraft. Mean angles were 80.8 de-
grees (SD:15.6) infra-renal and 51.4 degrees (SD:21.1)
supra-renal. These were compared to a matched control
group without significant angulation. Mean follow-up was
18 months (5.3), with all patients having at least 1-year
surveillance. The primary endpoint was freedom from an-
eurysm-related complications. Secundary end-points were
overall survival, re-intervention rate, and aneurysm sac be-
haviour. Post-processing using 3D reconstruction software
was used for all patients. Student’s t-test, Pearson’s chi-
squared and Kaplan-Maier analysis were used when
appropriate.
Results: Survival was similar in both groups (p0.84)
as was freedom from AAA-related complications (p0.70).
Only one patient suffered from AAA rupture, and that was
on the non-angulated group. At 1-year 65% of patients in
the angulated group showed shrinkage of the aneurysm sac,
compared to 60.4% in the non-angulated group (p0.78),
while sac increase was noted in 3.1% and 6.5%, respectively
(p0.54). No type-I endoleaks, migrations or stent frac-
tures were noted in either group. At 1-year infra-renal neck
neck angulation (degrees) changed to 6321 degrees.
Conclusions: Proximal neck angulation had no signif-
icant influence on the early and mid-term results after
EVAR when using the Endurant stentgraft. Little changes
can be expected in the underlying anatomy during follow-
up, confirming the compliant nature of the device.
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Objectives: The percent of total abdominal aortic an-
eurysm (AAA) repairs performed by endovascular aneu-
rysm repair (EVAR) increased rapidly from 32% in 2001 to
65% in 2006 with considerable variation between states.
We hypothesized that hospitals in competitive markets
were early EVAR adopters and had improved AAA repair
outcomes. We tested this hypothesis using the Nationwide
Inpatient Sample (NIS) database and linked Hospital Mar-
ket Structure (HMS) files published by theHealthcare Cost
and Utilization Project (HCUP).
Methods: 2003 NIS and HMS data was queried for
patients who underwent repair for non-ruptured AAA. In
HMS theHerfindahl Hirschman Index (HHI, range 0-1) is a
validated and widely accepted economic measure of competi-
tion. Hospital markets were defined using a variable geo-
graphic radius that encompassed 90% of discharged patients.
We conducted bivariate and multivariate logistic regression
analyses for the dependent variable of EVARuse. A propensity
score-adjusted multivariate logistic regression model was
used to control for treatment bias in the assessment of
competition on AAA-repair outcomes.
Results: A weighted total of 23,542 patients was in-
cluded in our analyses. Patients at more competitive hospi-
tals (lower HHI) were at increased odds of undergoing
EVAR vs. open repair (Odds Ratio 1.127 per 0.1 decrease
inHHI, P0.0127) after adjusting for patient demograph-
ics, co-morbidities and hospital level factors (bedsize,
teaching status, AAA repair volume and ownership). Com-
JOURNAL OF VASCULAR SURGERY
Volume 53, Number 17S Abstracts 39S
